Introduction
Arthroscopes have been used as a diagnostic aid for nearly 70 years. The first recorded arthroscopy was performed by Professor Takagi using a cystoscope in 1918 and he designed the first purpose-built arthroscope in the 1920s. Since the 1960s, following improvement of the optics and the introduction of arthroscopic instruments, the system has been developed to be used in an operative role.
The first arthroscopy performed at Princess Alexandra RAF Hospital Wroughton took place in April 1977 . From 1977 -1979 the main use of the arthroscope was in the diagnosis of difficult cases and any detected pathology was treated by arthrotomy. From 1980-1982 this use was extended to confirm torn menisci prior to arthrotomy in a larger number of patients. Some arthroscopic procedures were also performed, such as synovial biopsy and the removal of loose bodies.
Since 1983, the number of arthroscopies has increased dramatically ( Fig. 1 ). This is due to the use of the arthroscope to confirm all meniscal tears prior to meniscectomy, the availability of instruments allowing the treatment of many conditions previously requiring arthrotomy and the investigation of selected cases of anterior knee pain, such as those suspected of having a fibrous synovial plica. Also, since early 1985, it has been unit policy to perform a preliminary arthroscopy prior to major procedures, for example patella re-alignment, ligament reconstruction, osteotomy and patellectomy.
Patients and Methods
In 1984, 345 arthroscopies were performed. The records of 317 were retrieved and examined. They related to 307 patients; in 4 cases bilateral procedures were performed and 6 patients required a second arthroscopy within the year.
• Now St. Peter's Hospital, Chertsey, Surrey.
• Two hundred and forty nine (81 %) were Service personnel, 19 were dependants and 39 were civilians. Two hundred and seventy five (89%) were male. Twenty seven "acute" cases (less than 14 days' history) underwent arthroscopy.
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The arthroscopies were performed by 4 surgeons, applying similar criteria. The decision to proceed to arthrotomy did not necessarily reflect the severity of the problem. Indications for arthrotomy included the nature of the primary pathology, an inadequate view through . , the arthroscope, instrument failure, torniquet failure and, initially, inexperience of the arthroscopist. underwent a second arthroscopy within the year, and this group was assessed following the second operation. Four patients underwent bilateral procedures and they were assessed On their overall result. All available patients were reviewed On at least one occasion, usually 6 weeks post-procedure. Patients were discharged when tliey had recovered fully, and the period of review therefore varied from 6 weeks to 2 years. The patients were allocated to one of four groups depending on the clinical outcome of their procedures. Those in group A were asymptomatic; in group B, there were mild residual symptoms but these people were able to complete duties and sport without restrictions; group C contained patients who had persistent symptoms resulting in minor restrictions on duties and sport, and those in group D suffered persistent or unchanged symptoms which necessitated medical downgrading or discharge. Of those patients who were eventually allocated to group A, ninety one (75%) had undergone a further procedure, including 61 meniscectomies, 7 lateral releases, 5 plicectomies, 5 trimming of anterior cruciate ligaments and 4 trimming of chondral defects. Thirty one (25%) had arthroscopy alone. The primary pathology found included cases of 10 "chondromalacia patellae" and 5 of damaged anterior cruciate ligaments. In 11 patients, no pathology was detected.
Of those allocated to group B, thirty three (58%) patients had undergone a further procedure, including 19 meniscectomies, 3 lateral releases, 2 plicectomies and 2 patellae shaves. Seven patients had anterior cruciate ligament damage, 3 of which required trimming. In 6 patients no pathology was detected. Post-operative complaints included persistent knee pain (22 cases) and minor instability (5 cases).
Twenty one (46%) of the patients in group Chad undergone a further procedure; this number included 14 meniscectomies. Twenty five (54%) patients underwent arthroscopy alone. Ten were noted to have "chondromalacia patellae" and 4 to have osteoarthritis. No pathology was noted in 2 patients. Post-operative complaints included persistent knee pain (32 cases), recurrent effusions (6 cases) and persistent wasting of the quadriceps muscles (3 cases).
Of the patients in group D, fourteen (38%) underwent a further procedure, including 5 meniscectomies, 3 lateral releases, 2 plicectomies and 1 patella shave. Twenty three (62%) patients had arthroscopy alone. Eleven patients had no detectable pathology, 8 had "chondromalacia patellae", 3 had osteoarthritis and one had a large fat pad. Most of this group suffered knee pain and underwent arthoscopy to exclude a treatable cause and allow full assessment of their future employment within the Services. The most common post-operative complaint was persistent pain (33 cases).
The clinical outcome of the 175 patients who underwent operative procedure either by arthrotomy or arthroscopically (but excluding those who had arthroscopy alone) is summarised in Table 3 .
The Arthroscope in the Services
• There were no serious post-operative complications. Minor complications noted were haemarthrosis (9 cases), effusion (12 cases) and pyrexia of unknown origin (1 case).
Hospital Stay and Recovery Times
The length of stay in hospital (HS), the time to return
• to work (RTW) and the time to return to sport (RTS) were analysed. Those in the closed group who had undergone "arthroscopy only" were excluded to make the 2 groups more comparable. The results are shown in •  Table 4 . The mean HS in the open group was 9.13 days (range 3-22 days) and in the closed group 3.22 days (range 2-11 days). This is significant at the p < 0.001 level (students 
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Twenty four patients were noted to have plicas. Twelve (50%) underwent plicectomy, in some cases combined with other procedures. Of these, 7 (58%) fell into Group A, 3 into Group Band 2 into Group D. In 12 patients the plica was not resected. Of these, 4 were in Group A, 4 in Group B, 1 in Group D and 3 were not available for review.
In thirty four (11 %) cases no detectable pathology was found at arthroscopy. Of these, 11 (32%) were in In the open group the mean RTS time was 95.24 days post-operatively (range 51-240 days) and in the closed group 71.4 days (range 23-297 days). This is also. significant at the p < 0.001 level (students t-test). By 10 weeks post-operatively 64% of the closed group had returned to sport but only 36% of the open group had done so.
At 4 months' post-procedure, however, there was no obvious difference between the two groups. During the period 1977-1985 the role of the arthroscope in the Service hospital studied has changed; it has become an effective operative tool whilst still retaining its original diagnostic function. Arthroscopy allows more accurate diagnosis of intra-articular pathology. Dandy! showed that in 51 % of his series the management of a knee problem was altered following arthroscopy because of a change in diagnosis. In a series of torn menisci reported by King 2 , the pre-operative diagnosis was correct in only 70% of cases. Bartlett tit One patient from this series presented with a cystic lateral meniscus. On arthroscopy the meniscus was found to be normal and the cyst was enucleated. This avoided an unnecessary arthrotomy and the removal of an essentially normal meniscus.
• The recovery times in terms of hospital stay, return to .. work and return to sport are significantly shorter in the closed group when compared with those undergoing arthrotomy. Arthroscopic surgery allows removal of only the damaged part of the meniscus leaving as much normal tissue as possible. This minimises the damage to '" the joint and preserves normally functioning tissue reducing the operative trauma 4 , the morbidityS, and the recovery time Plicas were seen in 24 patients and plicectomy was performed in 12. Ten (83%) returned to unrestricted activities whilst 7 (58%) were asymptomatic. Of the 12 patients in whom the plica was not resected, 8 (66%) returned to unrestricted activities. There appear to be two types of plica. The pathological plica is thickened and fibrous and is often associated with an impingement lesion on the femoral condyle. The other type is thin and filmy and need not be resected. These latter types were often seen as incidental findings when performing arthroscopy for other conditions such as torn meniscus or loose body.
Closed arthroscopic procedures often take longer than the same procedure by open arthrotomy, but, with experience, this time can be reduced, even when tackling complex problems. Arthroscopic surgery requires manipUlative skills which are difficult to teach and to learn but both can be facilitated by the use of an endoscopic camera with monitor and recording equipment. The earlier discharge of patients allows more efficient use of the beds available. Early return to work and full military activities after closed procedures further enhances cost effectiveness.
The arthroscope has increased knowledge and understanding of the knee, and its use has profoundly influenced the management of knee problems in Service personnel. 
MESSAGE FROM THE BRITISH LEGION CONCERNING THE NOVEMBER 1988
POppy APPEAL
POppy CARE
November is the time when the Nation remembers all those members of the Armed Forces who have given their lives in the cause of freedom, and The Royal British Legion is very much in the public eye each Remembrancetide. Yet how many people know that they not only honour the memory of dead comrades, but also look after the survivors? In 1987, for example, they helped over 75,000 members of the ex-Service community.
The Legion's five Residential Homes care for more than 300 frail, sick veterans, mostly on a permanent basis, and also provide short 'respite care' stays for those still living at home. Three Convalescent Homes give much-needed breaks to 3,500 people a year, whilst the RBL's autonomous Housing Associations have developed homes for 18,000 people since 1964.
As the country's largest private employer of disabled people, the Legion gives the dignity of work to 1,500 disabled men and women. This workforce produces 41 million poppies and 85,000 wreaths a year, plus numerous other prodm,ts ranging from jewellery to road signs. The Legion also runs a Small Business Advisory Service, giving loans to unemployed ex-Servicemen, and thus helping them toset up-their own businesses.
Three thousand ·five hundred skilled Welfare Committees operate at local level, giving loans or grants to families in crisis, providing extra winter fuel for the elderly, sorting out complicated pensions problems, coordinating applications for residential and convalescent care, and dispensing the best of all medicinesfriendship -to the bereaved, the aged and the sick.
These are but a few examples of the Legion's work, all of which is funded mainly by the annual Poppy Appeal. The 1988 Appeal is as vital as ever for, sadly, the calls on the Legion's services continue to increase. Please give all you can, but also consider giving an hour or two as a collector. Dial 100 now and ask for 'Freefone Poppy Appeal' -your local Poppy Organiser will welcome you with open arms.
Wear your poppy with pride this November, remembering, as you pin it on, all who fought for a more peaceful world and still pay the price for their bravery. 
